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November 21, 2012

Amy Rackham, Adminisirator
Gables Of Ammon Management, Inc
1405 Curlew Drive

Ammon, ID 83406

License #; RC-1013
Dear Ms, Rackham:

On September 26, 2012, a Complaint Investigation was conducted at Gables Of Ammon Management,
Inc. As aresult of that survey, deficient practices were found. The deficiencies were cited at the
following levels;

e Core issues, which are described on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

+ Non-core issues, which are described on the Punch List, and for which you have submitted
evidence of resolution,

“This office is accepting your submitted plan of correction and evidence of resolution.

Should you have questions, please contact Donna Henscheid, Health Facility Surveyor, Residential
Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

Denza Wonscheo/

Donna Henscheid, LSW

Team Leader

Health Facility Surveyor

Residential Assisted Living Facility Program

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program
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Mitch Mansanarez, Owner

Gables of Ammon Management, Inc.
1405 Curlew Drive

Ammon, ID 83406

Dear Mr. Mansanarez:

Based on the Complaint Investigation survey conducted by our Licensing and Certification staff at Gables of
Ammon Management, Inc. from September 24 - 26, 2012, we have determined that the facility failed to
protect residents from abuse and inadequate care.

These core issue deficiencies substantially limit the capacity of Gables of Ammon Management, Inc. to
furnish services of an adequate level or quality to ensure that residents' health and safety are safe-guarded.
The deficiencies are described on the enclosed Statement of Deficiencies. As a result of the survey findings,
the Department is issuing the facility a provisional license, effective October 9, 2012 through April 9, 2013.
The following administrative rule for Residential Care or Assisted Living Facilities in Idaho (IDAPA
16.03.22) gives the Department the authority to issue a provisional license:

935. ENFORCEMENT REMEDY OF PROVISIONAL LICENSE.

A provisional license may be issued when a facility is cited with one (1) or more core issue
deficiencies, or when noncore issues have not been corrected or become repeat deficiencies.
The provisional license will state the conditions the facility must follow to continue to operate.
See Subsections 900.04, 900.05 and 910.02 of these rules.

The conditions of the provisional license are as follows:

1. A registered nurse consultant, with experience working for a residential care assisted living facility
in Idaho as a registered nurse, will be obtained and paid for by the facility, and approved by the
Department, This registered nurse consultant must have an Idaho nursing license, and may not
also be employed by the facility or company that operates the facility. The registered nurse
consultant must be allowed unlimited access to the facility and its systems for the provision of care
to residents. The name of the consultant with the person’s qualifications will be submitted to the
Department for approval no later than October 15, 2012,

2. The Department approved consultant will submit a weekly written report to the Department
commencing on October 19, 2012, and every Friday thereafter. The reports will address progress
on correcting the core deficiencies described on the Statement of Deficiencies and Non-Core Issues

Punch List.
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3. The facility will maintain, on an ongoing basis, the deficient area in a state of compliance in
accordance with the submitted Plan of Correction.

4, A provisional license is issued which is to be prominently displayed in the facility. Upon receipf of
this provisional license return the full license, currently held by the facility.

5. The facility will retain 2 minimum of one, full-time nurse to provide nursing oversight at the
facility. The nurse will work a minimum of forty (40) hours per week. This nurse must be one
individual, as opposed to an agency that provides rotating nursing services.

6. 'When the facility nurse is not available in the building, the facility will maintain at all times, an
on-call, licensed nurse available to provide consultation to facility staff and to respond to the
facility within one hour to respond to resident changes of condition, conduct assessments and
male determinations regarding further care or emergency services.

7. The facility will retain a full-time (40 hours per week), residential care administrator, who has
both a full residential care administrator's license in Idahko and at least one year previous
experience serving as a residential care administrator for an Idaho facility.

8. When the consultant, the administrator and the facility nurse agree the facility is in full
compliance, they will notify the Department and a follow-up survey will be conducted.

Please be advised that you may contest this decision by filing a written request for administrative review
pursuant to IDAPA 16.05.03.300. no later than twenty-eight (28) days after this notice was mailed. Any
such request should be addressed to:

Debby Ransom, R.N., R.H.I.T.
Bureau Chief, Licensing and Certification
Department of Health and Welfare
3232 Elder Street
P.O. Box 83720
Boise, 1D 83720-0009

If you fail to file a request for administrative review within the time allowed, this decision shall become
final.

You have an opportunity to make corrections and thus avoid further enforcement action. Correction of these
deficiencies must be achieved by November 13, 2012. We urge you to begin correction immediately.

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

+ What corrective action(s) will be accomplished for those specific residents/personnel/areas found to
have been affected by the deficient practice?

e How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what corrective action(s) will be taken?

¢ What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur?
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¢ How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?

* By what date will the corrective action(s) be completed?

Return the signed and dated Plan of Correction to us by October 22, 2012, and keep a copy for your
records. Your license depends upon the corrections made and the evaluation of the Plan of Correction you

develop.

You have available the opportunity to question cited deficiencies through an informal dispute resolution
process. If you disagree with the survey report findings, you may make a written request to the Supervisor of
the Residential Care Program for a Level 1 IDR meeting. The request for the meeting must be made within
ten (10) business days of receipt of the statement of deficiencies (October 22, 2012). The specific
deficiencies for which the facility asks reconsideration must be included in the written request, as well as the
reason for the request for reconsideration. The facility’s request must include sufficient information for
Licensing & Certification to determine the basis for the provider’s appeal. If your request for informal
dispute resolution is received after October 22, 2012, your request will not be granted. Your IDR request
must me made in accordance with the Informal Dispute Resolution Process. The IDR request form and the

. process for submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the
heading of Forms and Information.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g:, receipts, pictures, policy updates, etc.) are to be submitted to this office by
October 26, 2012,

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities, the Department will have no alternative but to initiate an
enforcement action against the license held by Gables of Ammon Management, Inc.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.
Sincerely,

ft

JAMIE SIMPSON, MBA, QMRP

Program Supervisor

Residential Assisted Living Facility Program

DH/IS

Enclosure

ce: Medicaid Notification Group
Steve Millward, Licensing & Certification
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Care,

The administrater must assure that policles and
procedures are implemented to assura that all
rasldenis are free from Inadequale cars,

This Rule is not met as svidenced by:

Based on observation, Interview and record
review it was determined tha facllity 4id nat
coordinate care for 2 of 8 sampled residenis
{Reaidents #1 and #8) who had uutside sarvices,
Further, the faciiity retained 2 of 3 sampled
rasldents (Residents #1 and #3) who had wounds
that progressed beyond what the facliity was
licensed to provids care for. Lastly, the facilly did
not ensire thelr emergency policy was
implemontad far 2 of 3 sampled residents
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RU08| Continued From page 1 . R 03 RULE 008
R 008 16.03.22.520 Protect Resldents from tnadequate | RO08 16.03.22.520

" Protect Reaidents from Tnadeqnate Care
L} _ Coordination of Care

Resolution:

e ———aa s

1. Residemt #6- is on homs health

with Teton Home Health and ‘
Hospice. Sheis  curmently doing .
wonnd oare at EIRMC. Recent i
wound notes ghow that the diasbetic ‘
ulcer is not healing biweekly. We |
issned a 30 day notice to leave the |
facility on October 19,2012,
Resident #1- has passed away.

{Residents #1, and #4) who had multiple fatis and 2, An audit was conducted to dissover -
changes In conditions. The findings include: » the outsids servives currently
providing cares in the huilding,
I. COORDINATION OF CARE The list of residents was updated to ;
inelude their Outside Service of
IDAPA 16.03.22.011.08 defines inadaquate care oice
as "When the facllity fails to provide...coordination . i
It .
of autside services... 3. OnOctober 16, 2012, The Gables
i : f Ammeon Senior Living

1. Resident #5 was a 58 year old famale who was ° i
admitted to the faclllty on 6/1/12 with diagnoses of gﬂ?ﬁ%ﬁ:ﬁiﬁﬁ $§0
digbates and right-sided paralysis. Tave contracts within fhe building.
A caregiver progress note, dated 723712, The Facility Nurse, Heather
documented Reslident #8 reportad a "hlister” on Schofield discussed the
har laft hesl. The prograss nate also . comnm‘mcatmn .mqulred o
decumentad, "RN notifleation farm filled cut. Wilt mpgintain the resident cares. The
Continuz to manitor.® follawing itemns were disoussed:

A, Al ggencies were advised that care
Afax to Residant #6's physlolan, datad 7/23/12, notes would be delivered weekly.~.
docurmented, "Pt has developed a blister to her L

Buraau of Facilly Standargs
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R 008} Contnued From page 2 ) Roud B. All visit notes left at the facility
medial heel. | have scheduled Pt to ses wound would be specific and detailed,
care ak [Wound Care Clinlc's name] on 7/26/12 There would be no discrepancy
for wotind edre,” The fax was slgned by the hotween thnan and the weekly
previous faclity RN, c ffﬁvwﬂbmiteﬂ o i
. verbal communication wo
On 9/26/12 at 9:00 AM, Reslkient #6's record was he dirested to the RCC, Anpie i
reviewed and did not contaln any further Parks or the Facility RN, Heather |
documentation regarding the wound on har hael, Schofleld, prior to their exit from |
: visit. '
On 9/25(12 at 3:00 PM, when the gdministrator D. All residents leaving the facitity for
wag askad why there was no further cares, such as doctor visits,
decumentation ragerding Resident#6's wound, therapiss, or other treatments :
the administrator stated Resident #ﬁs want to the would require documentation of 1
wound clirllc on ona occaslon and "everything i thoss cares.
i 's and update
) On 9/26/12 at 8:20 AM, the cliTent faclty RN e sate aith Outetd
’ statad the firet day she was nofifléd of Resident Sorvi
#6's woupd was o 9/24/12. She confirmed she CIVICES. |
did not know the current etatus of the wound. ; [ 4 OnOctober 19,2012, The Gables |
On §/26M2 at 9:45 AM, the Administrators : of Ammon Senior lemg. jssued a ;
Assistant stafed she requested records fram the letter to the Outside Service .
waund clinic regarding Resldant #8's wound, par Agencies. The letter d“““mEH;;d.
surveyars request. She further stated, when she | the Octobor 16, 2012 meeting and.,
called to request the recards, she was Informed | the roquirements for
that Resident#8 was recelving weekly wound communication of cares,
{reatments at the wound clinfe. o
. i 5. The Admmmitrm':or and RN are
The wound clinlc care notes ware reosived by the ! currently reviewing the NSA
facllify on 9/28/12 at 9:40 AM par survayor's : agreements and updating a3
raquest. The notes, dated 8/19/12, documentad necessary to inolude extended
Resldent #8, had 3 wounds pragent on her laft gervices. The RN Consultant will
foot. One wotind wag on the hael, ahe waz on the complete random audits of
side of her foot, and the other was on her loe, " residents with ontside services
furin Ky visits until surve
On BI26/42, 8t 10:55 AM, 2 caregiver stalad she g ey e
had Just found out "today” about Realdent #6's
waunds, when toileting her, She had not baen , . ..
. 6. Date of Compliance wili be
Instructed on how to care for them, what (o November 13, 2012.
Bureal of Frclllty Slandards
STATE FORM oy NYAE1] i canfimiafion ahaet 3 of 27




06T/30/2012/TUE (1:59 PM FAX No, P. 004
PRINTED: 40/06/2012
' FORMAPPROVED
Bureau of Facllity Standards
STATEMENT OF DEFICIENGIES 3) DATE SURVEY
AND PLAN OF GDRREGTIDN o &Eﬁ‘ﬁ%@;’*‘%ﬁ”,&ﬁﬁﬁ’g‘é‘ﬁ ﬁ;‘:ﬁ;ﬁ:ﬁ CANSTRUGTION " )GUMPLEFED
C
, 13R1013 B WiNa 09126/2012
NAME OF RROVIDER OR SUPPLIER STREET ADDREGSS, CITY; STATE, ZIF GODE
GABLES OF AMMON MANAGEMENT, ING T SNG Ve
064 ID SUMMARY BTATEMENT QF UEFICIENCIES o) PROVIDER'E PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PREGEUED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
_ —
R 00&| Continued From page 7 R 00 | Rule # 16.03.22,152.03
: P l’ 2 . n
1. RETENTION olicies of Acceptable Admisaiong
1, Resident #{ was a 78 year old famala rasident I, Retention of Residents
who was admited te the facility on 7/10/12 with a Resolution:
diagriosis of end stage renal failura. 10
IDAPA 16.03.22.162.05 documenta that residents 1. Resident# | has passed away.
with "open, dralning wounds for which the Resident #3 wounds are completely
dralnage cannot be contalned,” and open watinds hegled.
that ars not "improving b-weakly" eannot be )
retained. 2. Asnaudit hae heen conducted to
identity any skin issuos and
During = tour of the faciiity, on 8/24/12 at 2:14 wounds within the fasility. These
P, Rezident #1 was observed sitting in her room wounds are being tracked. We
on a fabric racliner with har lags elevatod. Upon have requested wound care
entaring the resldent's room 8 musty ador was documentation a8 well as notified
notad. Wounds without dressings wera chasrvad Outzide Bervice Agenciea of new
on koth of the resident's fags. The resldent's laft commmmcation and clinieal note
lag was chaarved to have 3 open wounds that policies, This audit identified non-
were approximately D.25 inches in dlamster, One healing wonnd with Resident #6
wound waa observed fo have fluld in It, which and a 30-day discharge notice was
"bubbled-up” and then dralned down the given on October 19, 2012,
resident'a lag Inte her reciner. The resident's right ’
Iag was obsarved to have 2 open wounds, One
wound was located on her shin and was
approximataly 2.5 Inchas In width and 4 inches in
length, The bed of the wound was coverad by a
white, fonmy substanca (slough) and the
perimeter was red and swollen. The second
waund was locatad on the back of tha calf and
was approximately 1.5 inches in diametar, The
wound, which was In direct contact with the cloth
reglinar, was also ohserved to have slough.
Drainage from the second wound was observed
ta aoak Into the recliner. The foot rest of the
reclinar was ohasived to have dried stalned areas
from prior dralinage of fiulds. Additionally, whils In
the resldent's room a fly was abserved to crawl
across the opean wounds,
Ereay OF Faciily Slandards —
e NYAE14 it continuation ahast & of 27
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R 008 Continued From page 8 : R 008 Pl 4
, . dministrative Policy at
On 8726M2 the resident's record was reviewad, ‘ A E:ZAS Y d
2 : o State Rules for Assiste
The record did not contain documentation from _ Livine were reviewsd with the
the faclity's nurss ragarding wounds. The resord Y & oiostive tanan on 10/10/12
did document the rasident was on hosplce
garvices . ty the RN Consultant. All

: residents with would will be

' assesacd weekly by the Facility
BN, The Administrator will notify
resident, family and MD if

*8/21/1Z - "Resldents legs are etill swollan and resident’s condition warrants

have a rash, Her feet ara laaking water and she discharge from the facﬂ,xty Siue to
has blisters on her legs.” conditions gutside the facility’s
*gf22/12 - "The base of her leg/foot ars leaking licensed ability to provide care.
liquld and has same bllsters.™ ! Arrangements will be made to seek
#g/24/12 - *.has open sores on legs, Hosplesa appropriate temparary or long term

Caregivar pragress notes, contalned in the record !
docimented the following: :

nurse sald they wauld not wrap them, to just . placoment,

lsave them be.” ' The daily Stand-Up mesting

*9/8112 - "...legs are leaking body flud,.." ' apenda was changed to disenas skin

*9/13M12 - "Her legs are still red and leaking.” ' issues, falls, med errors, ste.

*5/17112 - “Legs are still cozing and sores all :

over." ' 4. Administrator and Facility RN will

"8/19/12 - "Legs are slilf weaping [slc] & red roview all residents on a weekly

w/soras: basis for one mouth, then monthly
tdents meet the

The recotd contalnad "Outside Sarvice Provider ;2::;’;";:?;;’:;&3.8 o

Forms® which documerded the following:

5,  Date of compliance is November

*8/5/12 - ower lags ars becoming hot and rad” 139012

*8/13/12 - "savere sdema, red awallen legs”
*8117/2 - "weeping from her legs has Increasad"
*Bi24/42 - ¥_exprassad her wishes to not freat
the sores on her legs In any way. Please do hot
wrap"

827112 - "more sores an legs”

*8/31/12 - "sores are worse on her legs”
*8/19/12 - “lower legs are dry, red and ulcerated”

Tha facility nurse signad and datad each of the
"Outside Sarvice Provider Forms" in the recard.
Thers was ne documentation the facllity nurse

Bureau of Faally Slandards
BTATE FORM Ll NYAE11 I continuathon shest B of 27
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RU0B| Continuad From page 13 . R 008

| A "Home Health Certification And Flan Of Care,”
dated 51912, documentad Resldent #3 was
diagnosed with & Stage [V presaure ulcer.

*A home heatth nursing assessment, dated
819712, documented the résident had & Stage IV
prassure uloer to the cocoyx which messurad 10

cmx 3.5 cm.

The faclity RN documented on 6/23/12, "Pthas a
wound to gluteal folds with radness and with '
gome slough..." The RN did not dacument the

't stage of the wound or evallate If the wound was
appropriate for assisted fving, Haowever, the
slough ebserved Indicated the pressure ulcer was
greater than a Staga ), '

~ '} On 9/26M2 at 8:50 AM, Resident #3's home
heaith RN, staled Resident #3's wound was
*extansively large when we took over.” She stated
f:}m open Areas were pragant, Ohe was a Stage #

The facilily retalned Rasident #1 with opan,
dralning wounds for which the dralnage was not
contzined, They also did not determine if
Resident #1's wounds were Improving bi-weekly.
' Additianally, they retalned Resldent #3 who had a | .
Stags IV pressure ulcer.

lll. EMERGENCY INTERVENTION L
Rule # 146.03.22 520
The faclity's "Emergancy Preparsdness and :

Response Policy” ducui‘:yenteg "Any sltuation that Froteat Residents from Inadequate Caro
arisas that affects the health, condition, or mental ‘I E .
siatus of a rasldent, or arlses out of a resldent's ' mergency Intervention
actions will immediately bs scommunicated {o the Resolution:
tacilly RN - by telephone if nof avallable onsite, esolution:

The RN will instruct careglvers at that fima what T
further zctions may need to be taken"

Bureau of Faclly Slandards — .
STATE FORM B NYAE1! 1 Y couliuation ot 14 0127
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IDAPA 18.03.22,520 - The adminlstrator must .
agsure that policies and procedures ara 1. Resident ‘;i ﬁas Passeg away.
Implemented to assure that all resldents are free Resident #4 hes passed away.
from inadaquate cars, )
2, Wek i
IDAPA 16.03.22.011.08 - Inadaquate care . When e e e
the facllity falls to pravide the services requirad to have foun (f aross that need €
meet the terms of the Negatiated Satvice crrectod suoh g | aneed
Agreement, or provida for.....supervislon, ficst e peation And
aid,,.emargancy Interventian... : . : BERGY
interventions were discussed at the
1. Residentd4 was a 72 year ald fernals, staff meeting held on October 15,
admitted fo the taciity an 1171741 with diagnoses 2012,
including terminal cancer and confuslon. Staff was told to call 911 or the
facility nurse with every incident
Incident reports decumented the followlng: depending on it severity, They
were instructed that 911 calls
*4/412 « the resident fell at 8:50 AM in the front would be for emergent shange of
fobby. It further decumented the hospice agency conditions such as stroke, heart
wasg nolified vig fax on 3TH2. On 3!7!12_,' faur (4} attack, chest pain, fall with head
days after the incident occurred, the facility RN injury, ete. Minor incidents such as
documented "no Injuries wers found." skin tears, bumps, falls without
injury ete,, would be called in, ¢
*3111/12 - the resident slid out of bed at ;24 AM the Facility RN and the HU];]I: )
and had "no marking” or pain. |t further Health/Hospice nurse if spplicable
dorumented that hosplice was notlfied via fax, On Family will be notifled by the
3116112, four (4) days after the fall, the facility RN maneger op-call of nrss onl
documented the resident had madication Wh DL
changes and would continue lo monltor 1 N Realth/i the Facility RN or
; ' ome Hea ospice nuree would
into the facility to evaluate
+3/12/12 - Residant #4 was found an the floor at e oLty
7:56 AM and had "no apparent injuries.” The ;”éict‘zf Ehf resident. The RCC,
resident stated she hit her head and hospice was ststant, and Facility RN
notified. On 31 6/42, three (3) days after the fall, were tanght how to approptiately
the facility RN documented the resident had investigate the ticidents and how to
rasent medication changes and increased document the investigation,
confusion, weakness and sleeping, Thare was no
documentation the resldept's head was checked
for injury.
\iraau of Faciity Glandards
n NYAE if confinuation sheat 15 of 27
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*3f1312 - the rasident was found at &:30 PM with 3, All incidents will be reviewed at
days after the incldent occurred, the facllity RN ' Monday thru Eriday. The Facility
dovumented fhe resident had medication . RN yill nssess the resident after the
changes due to ncreased Weakness and ! incident, The Admimistrator and ..
iaihargy. There v;gs no ducumentation the skin \ Fueility RN will review all |
QRIWaS 8338352, incidents und document thelr ‘
*$/14/12 - Resldant #4 was found at £:00 AM on el ations and actions taken as
the floor betwean har bad and nlgit stand. The )
resident had a skin tear on her right arm, "marks" . ,
pn her back, redness an her shouldar and a 4. Al iﬂc}lgdlems will be documented
bruise o the right hip. On 3/16/12, the day ater o thé Blugstep program. This will
tha fall, the facility RN documented the hospice be easier to track inferventions and
j nurse was there ko drasé the resident's wounds, 1‘3’1"3“1331“‘”;3- This program will
. & completely running on i
“3/24712 - the resident fell at 8:47 AM onlo her November 1, 2012. Paper icident !
right side while standing in the haliway, On repoits will be gompleted until that -
3/2e/12, two (2} days after the fall the RN date.
docurmented the rasident had "no evident Injurles d
at thia tine." 5. Dats of Compliance will be
: November 13, 2012.
*4124/12 - the resldent fell in the lobby at 10:30
AM. It further documented & message was left
with the hospica agency at 1:30 PM, two hours
after the fall.
*4/30/12 - at 8:40 PN, Resldant #4 was found
sitting o the floor with her back againet the
| coueh, It furthey doctimanted that hosples and tha
son were nolified,
#5712 - the resident fell at 4:30 PM in anather
resldent's room. 1t further documentad the family
was nofified, On 5AM2, the facliity RN
documented, on the Incldent report, the resident
denled pain and seemed *emotional..”
*5/9412 - Resident #4 foll backwards at 7:30 AM
Bursau of Faciity Standards
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R 008} Continued From page 20 R 008
#1 and #6 who had oulside sendess. Further, the
facility retalnad Residents #1 and #3 who had
wounds that progressed beyond what the facllity
was ligpensed to provide. Lastly, the facifily did not
ensura thelr emargsncy policy was implemented
far Residants #1, and #4 who had multiple falis
and changes In condition. Thess fallures rastlted
in inadequate cara.
on RO0%
R Q09 16,03,22,525 Protect Resldents fram Neglect, R 008 Rule # 16.03.97 525

The administrator must assure that policies and
procedures are implementad to assure that all
rasldents ara fres from naglect,

This Rule is not met as evidenced by:

Baszad on Interview and record review ltwas
determined the facility did not protact 4 of &
sampled reslidents (Resident #8 from neglect)
when they falled to ensure the faciity's licensed
prefassional nurse assessed the resldant when
she had changes in condition. Further, the failily
did nok protact Resident #8 from neglect when
they did notimplemant Interventions to pravent
the reacclirrence of her falls.

IDAFA 16,03,22.01.24 - defines neglect as the
"Eailure to provide food, clothing, shelter, ar
madical care hecessaty to sustaln the life and
health of a rasldent.”

IDAPA 16.03.22.625 - documents, "The
administrator must assure that policles and
procedures are Implemented to assure that all
resldents are fres from neglect.”

(DAPA 16.03.22,.305.03 dopuments the fadllily RN
must, “...Conduct & nursing assessment of the
health siafus by Identifying...any changes

Protect Residents from Neglect

Resolution:

Resident #] has passed away,
Resident #8 s passed away,

Staff was educated on October 15
& 19, 2012 on documenting change
of conditions, They were
instructed to document fact,
spocific and detailed information,
a8 well as whom to notify if the
change is significant. Instructions
sbout time heing of the essence
with regard to emergent incidents
ot changes were also disoussed.
Frotosol for contasting 011 and the
nurse were reviewed,

Huread of Facllly Standards
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In,..physlcal health status.”

Resident #8 was a 76 year old female admitted to
the facliity on 22712 with diagnoses of
Parkinacn's disense and dementia.

An NEA, datad 2/27/12, documanted staff nesded
ta monitor the resldent for falle. The "Provider
Instructions” gection documantad the resident
had "na falls or history (of falls} at this time."

Unlisensed careglver pragress nofes documented
the followlng:

*3/1112 - the resident fall against a car and slid
down onto the pavement

*4/3/12 - the resident fell, hit the back of her head
and racelvad 5 staples to het haad

*4/6/42 - the reaident was found on the kathraom
floor, The resident stated she "bumpad her head.
No redness or bleeding from her staples...” On
A 0711, four (4) days after falllng a second time
and hltting her head, the resident was assessed
by the faciiliy RN,

12012 - resident had “no apparent injury” from
an addtional fwo falls. On 4/30/12, two (2) days
after having two falls, the facility RN documentad
the resident "had soma ear pain.

*6/14/12 - the restdent *had a fall today” and was
found siting on the floor by the hausekesper. The
resident complalned of "minimal upper lefi leg
pain and was given a pain pili par RGC"

*5/00/12 - tha rasident had fallen in the haliway,
but had "no apparent” injuries.

Bureay of Facily Standards

STATE FORM
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The Facility RN will be notified of
change of sonditions through Aler
charting on Bluestep aud verbally,
The Alert charting will be reviewed
daily by the RCC/RCC Assistant
and the Facility RN, The Faeility
RN will then complete an
nagessment of the resident,
including fall risk. The Facility
RN, RCC, RCC Assistant, and
Aduinistrator will implement fall
precantions,

The Facility RI¥ has conducted
assessments for those residents
with previous falls. The facility
has purchased pressure pad alarme
with monitors, which will ba
located at the nurse stations/med
catts in each hall. Tt has also
purchased pool noodies/bed pillows
for residents whe roll out nfbhed.
The facility will recommend new
habilitation equipment as needed
such as whoelchairs, walkors, gait
balts, eto, 1t will also contact the
M.D. and request needed phyaioal
therapies, —
Bignificant changes will be
reviewed at Stand Up every
morning Menday-Friday. Families
will be contacted by RCC, RCC
Agssistant or Facility RN with
significant changes, when fall
precautions are recommended, and
if precavtions are ineffactive,

Date of Compliance will be
November 13, 2012,

If conlinualion shstt 22 of 27
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MEDICAID LICENSING & CERTIFICATION - RALF

ASSISTED LIVING

IDAHO DEPARTMENT OF P.0. Box 83720 ZOJ-OO_.m Issues
Boise, ID 83720-0036

mm&#ﬁﬂm & Emﬁm%m Bw_mmwwa-m%m fax: (208) 364-1888

Punch List

Faciiity Name Physical Address Phone NUMmbat
Gables of Ammon 1405 Curlew Drive 208-542-3400

Administrator City Zip Code
Amy Johnson Ammon 83406

Team Leader Survey Type Survey Date
Donna Henscheid Complaint 09/26/12

NON-CORE ISSUES

The facility did not have a _mnmsmmm administrator for less than 30 days.

2 300.01 A caregiver assisted with medications prior to being delegated by the RN.

3 . 300.02 The facility RN was not notified when Resident #6's biood glucose level was above 500 and she was experiencing vomiting. Additionally,
on one accasion, Resident #6 raceived the wrong dose of insulin. The facility nurse did not ensure Resident #10's coumadin order was
implemented as ordered. Residents #1, 4 and 8 were not assessed by the facility nurse after falls.

4 305.02 The facility did not ensure medications were available as ordered.

5 305.06 Resident #6 was not assessed to determine if m:m was safe to interpret sliding scale levels and self-inject insulin.

6 31001.d Unlicensed staff were determining Resident £#6's insulin dosages.

7 320.01 Resident #1 did not have an NSA. Resident #3, 4, and 6's NSAs were not updated to reflect their current care needs. For example skin break
down issues, insulin management, and description of specific services cutside agencies were providing. **Repeat Punch, cited on 3/13/12%

8 600.05 The administrator did not ensure orientation training was adaquate so caregivers had knowledge of residents’ care needs.

9 711.08.c The facility did not document the steps they took when medications were unavailabte.

10 711.11 The facility did not document the reasons why medications were not given.

11 350.02 The administrator did not conduct an investigation into incidants and accidents.

12 152.05.b.fl Resident #1 had bedrails attached to her bed.

Response Required Date

10/26/12

Signature of Facili

BFS-686 March 2006

<~ 7

9/04

/
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IDAHO DEPARTMENT OF
HEALTH &« WELFARE

C.L. *BUTCH" OTTER — GovERNOR DiVESION OF LICENSING & CERTIFICATION
RICHARD M. ARMSTRONG ~ DIReCTOR P.0. Box 83720
Boise, idaho 83720-0009

PHONE 208-334-G626

FAX. 208-364-1888

October 9, 2012

Mitch Mansanarez, Owner

Gables of Ammon Management, Inc.
1405 Curlew Drive

Ammon, ID 83406

Dear Mr. Mansanarez:

An unannounced, on-site complaint investigation survey was conducted at Gables of Ammon
Management, Inc, from September 24-26, 2012. During that time, observations, interviews, and record
reviews were conducted with the following results:

Complaint # ID00005673
Allegation #1:  The facility did not have enough staff on duty to provide assistance to the residents.

Findings #1: Findings #1: On 9/24/12, from 2:00 PM to 4:00 PM, a tour of the facility was
conducted and residents were interviewed. Twenty-two residents stated they felt
there were enough staff to meet their needs. Two residents and one family member,
stated the facility could use more staff during emergencies, but they believed
residents' needs were still being met. ‘

Between 9/24/12 and 9/26/12, observations were conducted. Staff were observed
readily available in each wing of the facility. Residents were observed well-groomed
and dressed appropriately. The facility was observed to be clean and well
maintained. Residents were observed being assisted to eat during meal times; staff
were observed providing assistance with cares and responding to call lights.

During the survey, 6 caregivers were interviewed. They stated they felt there was
sufficient staff to meet the needs of the residents. They stated a caregiver and
medication aide were assigned to each wing and they teamed up when providing
cares to residents, They did express frustration with "call ins," but stated, they had
been able to meet the needs of the residents during those strained times.

On 9/26/12 at 3:10 PM, the administrator and resident care coordinator, stated when
they began employment, they restructured the staffing patterns. They stated they




Glenda Stoddard, Administrator

October 9, 2012
Page 2 of 3

Allegation #2:

Findings #2:

Allegation #3:

Findings #3:

scheduled aides on cach wing to hold them more accountable and to provide better
continuation of care for residents. They acknowledged that there were frequent "call
ins," but did not believe this caused residents' needs to go unmet.

July 2012 through September 2012 staff schedules documented 6 caregivers were
scheduled for the day shift, 4 for the evening shift, and 2 for the night shift. The
complaint log documented there had been one complaint received regarding staff on
weekends; however, the facility staffing schedule did not document a different
staffing pattern for the weekend.

Unsubstantiated. This does not mean the incident did not take place; it only means
that the allegation could not be proven.

Food was served cold.

Substantiated, However, the facility was not cited as they acted appropriately by
implementing interventions to correct the situation. During the survey, residents
acknowledged it was a problem at one time, but stated currently they were satisfied
with the temperature the food was served at. The cook acknowledged complaints
were received from residents regarding food being served cold; to resolye the
situation, they began heating up the plates, and changing their process for delivering
meals to ensure meals were delivered when hot. Additionally, the administrator
stated, after multiple complaints were received, additional servers were hired to
streamline the serving process, During the survey, meals were observed being
delivered to residents in a prompt manner, while the food was hot.

Call lights were not answered in a timely manner.

On 9/24/12, from. 2:00 PM to 4:00 PM, a tour of the facility was conducted and
residents were interviewed. Twenty-two residents stated staff responded to their call
lights in a timely manner, Three residents stated, on occasion, they have had to wait
20 or more minutes for staff to respond. During this time, a resident was observed
using her call light. Staff responded to her request in less than 2 minutes.

Between 9/24/12 and 9/26/12, observations were conducted. Staff were observed

-readily available in each wing of the facility. It was not observed that call lights

went unanswered for an extended time.

On 9/26/12 at 3:00 P M, the administrator and resident care coordinator stated they
monitored the length of time that it took for staff to respond to call lights. If a light
was observed not answered in a timely manner, they would answer the light and

investigate the situation.

On 9/25/12, the complaint log and resident council notes were reviewed. There were
no documented complaints regarding call lights not being answered in a timely
manner.




Glenda Stoddard, Administrator
October 9, 2012
Page 3 of 3

Unsubstantiated. This does not mean the incident did not take place; it only means
that the allegation could not be proven.

As no deficiencies were cited as a result of our investigation, no response is necessary to this report.
Thank you to you and your staff for the courtesies extended to us on our visit.

Sincerely,

St
Donna Henscheid

Health Facility Surveyor
Residential Assisted Living Facility Program

DH/p

cc: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program




IDAHO DEPARTMENT OF

HEAILTH « WELFARE

C.L, "BUTCH" OTTER — GGVERNOR DIVISION OF LICENSING & CERTIFICATION
RICHARD M. ARMSTRONG — DirecTor P.O. Box 83720
Boise, iahe 83720-0009

PHONE 208-334-6626

FAX 208-364-1888

October 9, 2012

Mitch Mansanarez, Owner

Gables of Ammon Management, Inc.
1405 Curlew Drive

Ammon, ID 83406

Dear Mr. Mansanarez:

An unannounced, on-site complaint investigation survey was conducted at Gables of Ammon Management, Inc.
from September 24-26, 2012, During that time, observations, interviews or record reviews were conducted with

the following results:

Complaint # ID00005684
Allegation #1: Call lights were not answered in a timely manner.
Findings #1: On 9/24/12, from 2:00 PM to 4.00 PM, a tour of the facility was conducted and residents

were interviewed. Twenty-two residents stated staff responded to their call lights in a timely
manner. Three residents stated, on occasion, they had to wait 20 or more minutes for staff to
respond. During this time, a resident was observed using her call light. Staff responded to her
request in less than 2 minutes.

Between 9/24/12 and 9/26/12, observations were conducted. Staff were observed readily
available in each wing of the facility. Call lights were observed to be answered in a timely

manncr.

On 9/26/12 at 3:00 PM, the administrator and resident care coordinator stated they monitored
the length of time that it took for staff to respond to call lights. If a light was observed not
answered in a timely manner, they would answer the light and investigate the situation.

On 9/25/12, the complaint log and resident council notes were reviewed. There were no
documented complaints regarding call lights not being answered in a timely manner,

Unsubstantiated. This does not mean the incident did not take place; it only means that the
allegation could not be proven.

Allegation #2: There was not sufficient staff to meet the needs of the residents.

Findings #2: However, the facility was not cited as they acted appropriately by On 9/24/12, from 2:00 PM
to 4:00 PM, a tour of the facility was conducted and residents were interviewed. Twenty-two




Mitch Mansanarez
Qctober 9, 2012
Page 2 of 4

Allegation #3:

Findings #3:

Allegation #4:

Findings #4:

Allegation #5:

Findings #5:

residents stated they felt there were enough staff to meet their needs. Two residents and one
family member, stated the facility could use more staff during emergencies, but they believed
residents' needs were still being met.

Between 9/24/12 and 9/26/12, observations were conducted. Staff were observed readily
available in each wing of the facility. Residents were observed well-groomed and dressed
appropriately. The facility was observed to be clean and well maintained. Residents were
obsetved being assisted to eat during meal times; staff were observed providing assistance
with cares and responding to call lights.

During the survey, 6 caregivers were interviewed. They stated they felt there was sufficient
staff to meet the needs of the residents. They stated a caregiver and medication aide were
assigned to each wing and they teamed up when providing cares to residents. They did
express frustration with "call ins," but stated, they had been able to meet the needs of the
residents during those strained times.

On 9/26/12 at 3:10 PM, the administrator and resident care coordinator, stated when they
began employment, they restructured the staffing patterns. They stated they scheduled aides
on each wing to hold them more accountable and to provide better continuation of care for
the residents. They acknowledged that there were frequent "call ins," but did not believe this
caused residents' needs to go unmet.

July 2012 through September 2012 staff schedules documented 6 caregivers were scheduled
for the day shift, 4 for the evening shiff, and 2 for the night shift. The complaint log
documented there had been one complaint received regarding staff on weekends; however,
the facility staffing schedule did not document a different staffing pattern for the weekend.

Unsubstantiated, This does not mean the incident did not take place; it only means that the
allegation could not be proven.

Newly hired caregivers did not receive adequate training,.

Substantiated. The facility was issued a deficiency at IDAPA 16,03.22.6000.05 for not
ensuring orientation training was adequate so that caregivers had knowledge of residents'
care needs. The facility was required to submit evidence of resolution within 30 days.

The facility RN did not provide delegation to an identified medication aide prior to the aide
providing assistance with medications.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.300.01, for the
facility nurse not providing delegation to a caregiver who assisted with medications. The.
facility was required to submit evidence of resolution within 30 days.

The facility did not ensure medications were assisted with as ordered.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.300.02 for not
assisting with medications as ordered, The facility was required to submit evidence of
resolution within 30 days.




Mitch Mansanarez
Qctober 9, 2012
Page 3 of 4

Allegation #6:

Findings #6:

Allegation #7:

Findings #7:

Allegation # 8:

Findings #8:
Allegation #9:

Findings #9:

Allegation #10:

Findings #10:

When residents ran out of medications, the facility did not implement interventions to obtain
medications in a timely manner.

Substantiated. The facility was issued a deficiency at IDAPA. 16.03.22.305.02, for not
ensuring medications were available as ordered and 711.08.¢ for the facility not documenting
the steps they took when medications were unavailable. The facility was required to submit
evidence of resolution within 30 days.

An identified resident was not assisted with a PR (as-needed) laxative when she requested
it,

On 9/25/12, the identified resident's record was reviewed. The resident's August 2012
medication assistance record (MAR) documented the resident was assisted with a laxative
"per her request” on 8/6/12 and 8/26/12. August 2012 "ADL" (activities of daily living)
sheets, documented the resident had regular bowel movements. Hospice RN assessments
documented the resident had normal bowel movements. There was no indications in the
record, that the resident required a laxative, beyond the two days she requested it.

On 9/25/12 at 1:27 PM, the identified resident was determined not fo be interviewable. At
1:30 PM, a caregiver was observed assisting the resident out of bed to the restroom. During
this time, the caregiver stated the resident had experienced a decline and could not always
request PRNs; however, to her knowledge, she had received PRNs when requested in the

past.

On 9/25/12, between 2:00 PM and 4:00 PM, a medication aide and another caregiver were
interviewed separately. They stated they did not recall a time when the identified resident
requested a PRN laxative that she did not receive.

Unsubstantiated. This does not mean the incident did not take place; it only means that the
allegation could not be proven.

Medications kept in the nurses' office were not locked up.

Substantiated. However, the facility was not cited as they acted appropriately by correcting
the deficient practice prior to the date of the survey.

There was no current administrator to oversee day to day operations.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.215 for not having a
licensed administrator at all times. The facility was required to submit evidence of resolution

within 30 days.
The facility did not coordinate care to ensure residents' needs were met.

Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for failure to
coordinate care, The facility was required to submit a plan of correction.

Core issue deficiencies were identified during the complaint investigation. Please review the cover letter, which
outlines how to develop a Plan of Correction. The Plan of Correction must be submitted to our office within 10
(ten) calendar days of receiving the Statement of Deficiencies.




Mitch Mansanarez
October 9, 2012
Page 4 of 4

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference, on September 26,2012, The completed punch list form
and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be submitied to this
office-within thirty (30) days from the exit date.

if you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for the
courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

/m%/ (or
Donna Henscheid

Health Facility Surveyor
Residential Assisted Living Facility Program

DH/Afp

co: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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QOctober 9, 2012

Mitch Mansanarez, Owner

Gables of Ammon Management, Inc.
1405 Curlew Drive

Ammon, ID 83406

Dear Mr, Mansanarez:

An unannounced, on-site complaint investigation survey was conducted at Gables of Ammon Management, Inc.
from September 24-26, 2012. During that time, observations, interviews or record reviews were conducted with

the following results:

Complaint # ID00005702

Allegation #1: The facility staff did not respond appropriately to an emergency which delayed treatment.

Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for delaying
emergency interventions. The facility was required to submit a plan of correction within 10
‘days.

Allegation #2: The facility did not coordinate nursing services to ensure residents were assessed for changes
of conditions.

Findings #2: Substantiated. The facility was issued a deficiency at IDAPA 16,03.22.520 for not ensuring

residents were evaluated by the nurse for changes of condition. The facility was requited to
submit a plan of correction within 10 days. '

Allegation #3: The facility did not investigate residents' falls and put interventions into place to prevent
residents from falling.

Findings #3: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.350.02 for the
administrator not conducting an investigation into all accidents and incidents. The facility
was required to submit evidence of resolution within 30 days.

Core issue deficiencies were identified during the complaint investigation. Please review the cover letter, which
outlines how to develop a Plan of Correction. The Plan of Correction must be submitted to our office within 10
(ten) calendar days of receiving the Statement of Deficiencies.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference, on September 26, 2012. The completed punch list form




Glenda Stoddard, Administrator
October 9, 2012
Page 2 of 2

and accompanying evidence of resolution (e.g., receipts, pictures, policy updates, etc) are to be submitted to this
office within thirty (30) days from the exit date.

If you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for the
courtesy and cooperation you and your staff extended to us while we conducted our investigation.

Sincerely,

Dronna Henscheid

Health Facility Surveyor
Residential Assisted Living Facility Program

DH/tfp

cc: Yamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program




